Neurological Section 81 the patient had been kicked on the forehead by a horse. The attacks were psychical in type, but there was a sufficient cicatrix on the forehead to cause him to suggest operation over the frontal lobe. On opening the skull the surgeon found what he regarded, as a syphilitic condition of the membranes. The patient did fairly well for a short time, but within a year he was admitted to one of the asylums on account of an attack of post-convulsive mania, and he had since died. The other case was of more purely local character, the Jacksonian type of idiopathic epilepsy. The history supplied was that he had suffered from epilepsy for several years, and, about two years earlier, was operated upon by Krause for the removal of an epileptogenous zone. After the operation he believed the patient temporarily recovered from the fits which he had been having, but severe convulsive seizures again came on, and he saw him for acute mental symptoms following several major convulsions. E. R., A BREWER'S labourer, aged 67. Nineteen years ago, after a "cold " lasting fourteen days and accompanied by much headache, pains all over and general malaise, he had a seizure. He was walking along the road when he suddenly turned giddy and almost fainted. He did not lose consciousness. The giddiness was severe for about twenty minutes. He then walked home, a distance of some hundred yards, and was put to bed. During the next few hours his left face became twisted and shortly after this the left half of his body, his left arm, and left leg became weak, numb and cold. He remnained in bed for about six weeks and was away from work for three months. The weakness of the left face, left half of the body, left arm and left leg, improved gradually, and he says that it is still improving, though the numbness and coldness have persisted almost without change. In recent times he has had several minor "giddy attacks," but these have not been followed by the development of any new paresis.
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Athetosis of Left
In August, 1911, he came under observation complaining of " indigestion," flatulence, nausea, morning diarrhoea, apparently associated with chronic alcoholism, and was found to have athetosis of the left hand, weakness and " coldness and numbness " of the left half of the body and a tremor of his right hand.
Fearnsides: Athetosis of Left Hand
The patient is a married man. His wife has had thirteen children, all of whom survive. He admits alcoholic excess at one period of his life, but denies venereal infection, and the Wassermann reaction of his serum is negative. Family history unimportant. Sensation: Spontaneous sensations-the whole of the left side of the body always feels " cold and clammy under the skin"; this is slighter in the face than elsewhere.
Thermal sensibility: Ice and water at 50°C. cannot be differentiated over the left hand and lower part of the left forearm. Water at 400 C. is not recognized over the upper part of the left thorax. The lesser extremes of heat and cold cannot be differentiated over the whole of the left lower extrenmity. He can differentiate heat and cold, but on comparison of the sensation on the two halves of the body he insists that they are " different " and " less hot " and " less cold " on the left side.
Over the left lower extremity he tends to call 400 C. and 200 C. both "cold," saying that 200 C. is "colder." Thus he appears to have grave loss of sensibility to all temperatures over the left hand and forearm, less complete loss over the upper part of the left chest, whilst over the leg he tends to call all intermediate degrees of temperature " cold," but whatever temperature stimulus is applied to the left half of the body, left arm or left leg, if appreciated, it is said to be " less hot " or "less cold " than the same stimulus applied to the right side of the body.
With the left hand he is totally unable to appreciate shapes, sizes, forms and weighit, and over the left half of the body there is grave defect amounting almost to a total inability to appreciate the vibrations of a tuni)g fork.
There seem to be no obvious differences on the two sides of the body and limbs in the sensations evoked by the prick of a pin and by stroking with cotton-wool. Spine and sphincters unaffected.
DISCUSSION.
Dr. FEARNSIDES asked for the opinions of members as to the seat of the trouble. Its nature, he thought, was vascular, and probably thrombotic. Was it a unilateral or a bilateral lesion ? Dr. S. A. K. WILSON said he regarded the case as interesting, because the association of athetosis on one side with tremor on the other must be rare. In answer to Dr. Fearnsides's question, he thought it was possible to account for most, if not all, of the symptoms by postulating a unilateral lesion. One could place such a lesion on the right side, in the extreme upper part of the pons, just below the red nucleus. Monakow's bundle decussated below the red nucleus and ran down on the Qpposite side. Believing, as most neurologists did, that lesions of the rubrospinal tract were associated with tremor, a lesion involving Monakow's bundle below the red nucleus after it had crossed would cause tremor of the right limbs. Again, there was the fillet, which must be caught in the lesion, probably the mesial part of the fillet. That skirted the red nucleus and went to the optic thalamus. In the present case he understood the temperature sense was affected, whereas touch and pain were not affected; there was dissociation in the fillet. The most interesting question concerned the athetosis. There was good reason to support the view that athetosis was caused by a lesion which was on the afferent side of the cerebral cortex. Many well-established cases had been described where a lesion in the superior cerebellar peduncle, or the red nucleus, or the optic thalamus, or between the optic thalamus and the cortex, had caused athetosis. The view be was adopting was that a lesion anywhere on the cerebello-rubrothalamo-cortical path might occasion a-thetosis. If the lesion were to involve the superior cerebellar peduncle after it had crossed, it would produce such an effect on the opposite cortex as to allow of athetosis on the left side. This patient was arterio-sclerotic, and he agreed with Dr. Fearnsides that the lesion was probably vascular. There might be more than one lesion present. 
